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jo u rn al ho m epag e: ww w.els evier . c om / lo cat e/ idc rPreviously healthy 2-year-old boy presented with a 3-day
history of fever, irritability and vomiting. There was no cutaneous
rash. Ceftriaxone (100 mg/kg/day) and Dexamethasone 5.5 mg 6/
6 h (on the ﬁrst 3 days) were started and lumbar puncture was
performed. Cerebral spinal ﬂuid (CSF) showed 3.696 WBCs/mL
with 99% neutrophils, glucose 1 mg/dL and total protein 578.0 mg/
dL. CSF Gram stain showed extracellular and intracellular Gram-
negative diplococci. Latex agglutination was reactive for N.
meningitidis group C. The CSF culture was negative. After 6-day
of antibiotic treatment patient started with dyspnea, dry cough
and hypotension. Cardiorespiratory examination revealed an
elevated jugular venous pressure, normal heart sounds, with no
pericardial rub, coarse sounds with crackles over left base were
heard. New CSF analyses showed 336 WBCs/mL with 61% neutro-
phils, 39% lymphocytes, protein 99.5 g/L and glucose 26 mg/dL
(serum glucose 75 mg/dL). The CSF and blood cultures were
negative. Chest X-ray showed an enlarged cardiac silhouette,
consolidation in the left lung and pleural effusion. The antimicrobial
treatment was changed to meropenem. Computed tomography of
the chest showed moderate pleural effusion, consolidation in the left
lobe. The cardiac echography revealed a pericardial effusion. There
was no sign of imminent cardiac tamponade. Pericardiocentesis was
performed and a total of 115 ml hemorrhagic pericardial ﬂuid was
aspirated. The ﬂuid analysis demonstrated 1.460 WBC/mm3, with* Corresponding author at: Fundac¸a˜o de Medicina Tropical Dr. Heitor Viera
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4.0/).85% polymorphonuclear neutrophils and 15% lymphocytes, total
proteins of 4.5 g/dL, 836 U/L LDH and glucose 60 mg/dL. No
microorganism was observed by Gram and Ziehl-Nielsen stain.
The pericardial ﬂuid culture to aerobic and mycobacteria was
negative. Methylprednisolone was administered for ﬁve days.
Patient was discharged after 14 days of antibiotic therapy with
full recovery. We present a case of meningococcal meningitis
that developed two rare manifestations associated in children:Fig. 1. Chest X-ray showed an enlarged cardiac silhouette, consolidation in the
inferior lobe of left lung and pleural effusion.
e under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/
Fig. 2. Computed tomography of the chest (CTC) showed left lung atelectasis,
moderate pleural effusion and consolidation in the left upper lobe. CTC mediastinal
window shows moderate pericardial effusion.
Fig. 3. The cardiac echography revealed a pericardial effusion. There was no sign of
cardiac tamponade.
M.G.S. Borba et al. / IDCases 4 (2016) 41–4242pericarditis and pneumonia (Figs. 1–3). Occurrence of cardiac
tamponade in reactive pericarditis is most often associated in
serogroup C infections [1,2], serogroup predominant in Amazon [3].
Meningococcal pneumonia is more associated with serogroup Y [4].
The forms of presentation of pericardial involvement include:
disseminated meningococcal infection with pericardial, primary
meningococcal pericarditis and reactive meningococcal pericarditis
[1]. The hypersensitivity reaction type 3 tends to occur during the
convalescent period (4–10 days after the start of antibiotic therapy)
[5]. Thought to be due to a hypersensitivity reaction to previously
damaged pericardial tissue, which acts as an antigen stimulus to
antibody formation [5]. If the effusion is large treatment is done with
high doses corticoids [1].
References
[1] Finkelstein Y, Adler Y, Nussinovitch M, Varsano I, Amir J. A new classiﬁcation for
pericarditis associated with meningococcal infection. Eur J Pediatr
1997;156:585–8.
[2] Beggs S, Marks M. Meningococcal pericarditis in a 2-year-old child: reactive or
infectious? J Paediatr Child Health 2000;36:606–8.
[3] Saraiva MGG, Santos ECSS, Saraceni V, Rocha LLS, Monte RL, Albuquerque BC,
et al. Epidemiology of infectious meningitis in the State of Amazonas, Brazil. Rev
Soc Bras Med Trop 2015;48(Suppl. I):79–86.
[4] Romero-Gomez MP, Rentero Z, Pan˜o JR, Mingorance J. Bacteremic pneumonia
caused by Neisseria meningitidis serogroup Y. Respir Med Case Rep 2012;5:
23–4.
[5] Goedvolk CA, von Rosenstiel IA, Bos AP. Immune complex associated complica-
tions in the subacute phase of meningococcal disease: incidence and literature
review. Arch Dis Child 2003;88:927–30.
